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ABSTRACT
Borderline  Personality  Disorder  (BPD)  has  become
increasingly  prevalent  in  the  mental  health  field  (Linehan,
1993) Approximately  1-3%  of  the  population  is  diagnosed
with  BPD  (Linehan,  01dham,  & Silk,  1995) Throughout  the
past  decade,  Dialectical  Behavior  Therapy  (DBT)  has  been
utilized  in  the  treatment  of  BPD. Six  mental  health
practitioners  were  interviewed  to  determine  the
effectiveness  of  DBT  with  BPD.  The  research  question
addressed  the  ability  of  individuals  with  BPD  to  learn
effective  problem-solving  skills  in  the  areas  relating  to
suicidal/self-mutilating  behaviors,  npmber  of
hospitalizations,  interpersonal  relationships,
impulsiveness,  and  emotional  instability.  Some  common
themes  discovered  from  the  practitioners
thoughts/perceptions  about  the  DBT  model  included:  an
agreement  among  all  practitioners  that  DBT  is  an  effective
method  of  treatment  for  BPf),  there  is  an  overwhelming  belief
that  severe  childhood  abuse/trauma  has  a  direct  impact  on
the  development  of  BPD  in  adulthood,  and  three  of  the  six
practitioners  suggest  concern  regarding  the  validity  of  the
diagnosis  BPD  and  believe  it  may  be  more  accurately  termed
PTSD.
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1Chapter  I:  Problem  Statement
Borderline  personality  disorder  (BPD)  is  becoming  an
increasingly  prevalent  mental  health  diagnosis  in  the  United
States.  This  significant  increase  has  initiated  an  enormous
interest  in  BPD.  The  interest  is  related  to  at  least  two
particular  factors.  First,  mental  health  centers  and
practitioner'  s  offices  are  being  overwhelmed  with
individuals  meeting  the  criteria  for  BPD  (Linehan,  1993)
It  is  estimated  that  1-3%  of  the  general  population  is
diagnosed  with  BPD.  BPD  accounts  for  30%  of
inpatient/outpatient  clients  seeking  treatment  (Linehan,
01dham,  & Silk,  1995) Second,  available  treatment
modalities  are  seemingly  inadequate  (Linehan,  1993)
Linehan  (1993)  reports  that  follow-up  studies  suggest  that
the  initial  dysfunction  of  these  clients  may  be  extreme;
that  significant  clinical  improvement  is  slow;  and  that
progress  is  minimal  for  many  years  after  the  initial
assessment.
Clients  displaying  characteristics  of  BPD  as  defined  in
the  DSM-IV  are  construed  as  a  difficult  population  to  treat
(Kiehn  & Swales,  1995) While  it  is  true  that  clients
diagnosed  with  BPD  can  be  difficult  to  diagnose  as  well  as
to  work  with,  caution  should  be  exercised  when  using  the
term  "borderline."  Using  the  term  as  a  pejorative  label  for
2term
 "borderline."
 Using
 the
 term
 as
 a
 pejorative
 label
 for
clients
 robs
 it
 of
 any
 utility
 (Beck,
 Freeman,
 & Associates,
1990) When
 working
 with
 clients
 diagnosed
 with
 BPD,
 it
 is
particularly
 important
 to  "stay
 close
 to
 the
 data"
 rather
than
 relying
 on
 clinical
 preconceptions,
 to
 be
 attentive
 in
terms
 of
 the
 therapist-client
 relationship,
 and
 to
 think
strategically
 rather
 than
 reverting
 to  a  "cookbook"
 approach
(Freeman,
 Pretzer,
 Fleming,
 &
 Simon,
 1990) Clients
diagnosed
 with
 BPD
 are
 difficult
 to  keep
 in
 therapy,
 often
neglect
 to
 respond
 to
 therapeutic
 efforts,
 and
 make
 demands,
which
 exhaust
 the
 emotional
 resources
 of
 the
 therapist
(Kiehn
 & Swales,
 1995) It
 is
 no
 wonder
 that
 many
 mental
health
 practitioners
 are
 feeling
 overwhelmed
 and
 inadequate,
and
 are
 seeking
 a
 treatment
 method
 that
 could
 provide
 some
assistance
 (Linehan,
 1993) Dialectical
 Behavior
 Therapy
(DBT)
 is
 an
 innovative
 method
 of  treatment
 designed
specifically
 to
 treat
 people
 diagnosed
 with
 BPD,
 which
provides
 an
 optimistic
 outlook
 for
 preserving
 the
 morale
 of
the
 therapist
 (Kiehn
 & Swales,
 1995)
There
 have
 been
 a  variety
 of
 interventions
 utilized
 in
treating
 BPD:
 cognitive-behavioral
 therapy,
 psychotherapy,
psychopharmalogical
 therapy,
 insight-oriented
 counseling,
and
 the
 most
 recent
 dialectical
 behavior
 therapy
 (DBT) DBT
is
 the
 focus
 of
 the
 following
 information-
3Marsha  Linehan  is  the  developer  of  DBT,  which  stems  from
a  cognitive-behavioral  approach  to  treatment  (Beck,  Freeman,
& Associates,  1990) Linehan'  s DBT  model  was  developed  and
evaluated  with  women  who  not  only  met  criteria  for  BPD  but
also  had  histories  of  multiple  nonfatal  suicidal  behaviors
(Linehan,  1993)
Linehan  proposes  that  the  disorder  of  BPD  is  a
consequence  of  an  emotionally  vulnerable  individual  growing
up  within  a  particular  environmental  setting  involving
circumstances,  which  create  what  she  refers  to  as  the
"invalidat;ng  environment."  Linehan  suggests  that  an
emotionally  vulnerable  child  will  likely  experience  problems
in  such  an  environment.  The  individual  will  be  unable  to
identify  and  understand  her  feelings,  as  well  as,  trust  her
own  responses  to  situations.  The  expectation  is  that  the
individual  will  look  to  other  people  for  direction  about  how
she  should  be  feeling  and  responding  (Kiehn  & Swales,  1995)
The  particular  consequences  of  this  scenario  will  result
in  a  failure  to  understand  and  control  emotions,  which  is
the  lack  of  "emotion  modulation"  (Kiehn  & Swales,  1995)  An
individual  diagnosed  with  BPD  displays  the  inability  to
negotiate  control  over  extreme  emotional  responses,  which
plays  a primary  role  in  the  difficulties  encountered  (Beck,
Freeman,  & Associates,  1990)
4Linehan  (1995)  suggests  that  individuals  diagnosed  with
BPD  have  a  biological  predisposition  toward  emotional
dysregulation.  Emotional  responses  to  environmental  stimuli
occur  more  quickly  and  intensify  and  then  have  a  slower
return  to  baseline  as  opposed  to  responses  of  individuals
without  BPD  (Linehan  & Schmidt,  1995)
There  is  little  empirical  research  available  regarding
the  effectiveness  of  DBT  with  the  BPD  population.  Linehan'  s
studies  are  specifically  conducted  with  women  diagnosed  with
BPD who  have  parasuicidal/suicidal  tendencies.  Linehan  and
her  colleagues  have  examined  the  effectiveness  of  DBT  versus
"treatment  as  usual"  with  a  sample  of  chronically
parasuicidal  borderline  subjects.  Subjects  receiving  DBT
had  a  considerable  decrease  in  the  dropout  rate  and  produced
considerably  less  self-injurious  behavior  than  control
subjects. Over  a  one-year  period  of  time  with  DBT,  modest
xmprovements  in  depression  and  other  symptoms  were  noted.
The  study  was  encouraging  in  that  there  was  notable
xmprovement  over  an extended  period  of  time  (Beck,  Freeman,
& Associates,  1990)
It  is  quite  obvious  that  more  research  needs  to  be  done
in  terms  of  the  effectiveness  of  the  DBT  model.
This  study  may  serve  the  area  of  DBT  research  well  since
the  documented  studies  are  few.  The  study  takes  a  slightly
different  approach  in  that  the  focus  is  on  therapists'
5perspective  on  the  effectiveness  of  the  DBT  model.  The
design  of  the  study  examined  the  probability  of  effective
problem-solving  skills  through  the  therapists'  use  of  the
DBT  model  in  their  practice.
Research  Question
This  study  addressed  the  following  research  question:
How  does  the  implementation  of  Dialectical  Behavior  Therapy,
affect  clients'  ability  to  learn  effective  problem-solving
skills?
6Chapter  II:  Literature  Review
The  literature  review  identifies  and  describes  three
bodies  of  research  related  to  this  study;  the
characteristics  of  BPD,  some  theories  of  etiology  of  BPD,
and  four  types  of  treatment  utilized  with  BPD.  And  lastly,
some  themes  and  gaps  within  the  literature  are  mentioned
regarding  identified  barriers  in  working  with  individuals
with  BPD  and  the  need  for  more  empirical  research  involving
the  use  of  the  DBT  model  of  treatment.
Characteristics  of  Borderline  Personality  Disorder  (BPD)
BPD  in  its  most  severe  form  is  characterized  by  a
number  of  life-threatening  behaviors  such  as  recurrent
suicide  threats  and  suicidal  behavior,  chronic  self-
destructive  acts,  impulsivity,  rage  reactions,  violent
behavior,  and  polysubstance  abuse  (Quaytman  & Sharfstein,
1997) Persons  diagnosed  with  BPD  experience  chronic  mood
instability  (Brodsky,  Malone,  Ellis,  Dulit,  & Mann,  1997)
Beck,  Freeman,  & Associates  (1990)  identify  six  indicators
which  are  useful  in  determining  the  diagnosis  of  BPD  (1)
xntense,  unstable  relationships;  (2)  a  lack  of  a  clear  sense
of  identity;  (3)  episodes  of  intense,  uncontrolled  anger;
(4)  impulsive  behavior;  (5)  chronic  feelings  of  emptiness,
boredom,  or  loneliness;  and  (6)  "acting-out"  behaviors.
7"Borderline  personality  disorder  adversely  affects  the
regulation  of  the  client's  emotions,  overt  behaviors,
interpersonal  relations,  cognitive  experiences,  and  sense  of
self"  (Linehan,  01dham,  & Silk,  1995  p.  77) The  hallmark
of  these  clients  is  the  constant  pattern  of  unstable
interpersonal  relationships,  which  constitutes  an  intense
vulnerability  to  separation  and  abandonment  (Quaytman  &
Sharfstein,  1997)
Individuals  diagnosed  with  BPD  may  not  necessarily  be
in  constant  turmoil  and  can  have  extended  periods  of
stability,  but  they  will  have  a  tendency  to  seek  therapy  at
times  of  crisis  and  present  a  somewhat  complex  and  chaotic
clinical  picture.  Many  individuals  diagnosed  with  BPD  often
manifest  other  problems  as  well  such  as  generalized  anxiety
disorder,  panic  disorder,  obsessive-compulsive  disorder,
somatoform  disorders,  major  depression,  bipolar  disorder,
schizoaffective  disorder,  brief  reactive  psychosis,  or
additional  personality  disorders  (Beck,  Freeman,  &
Associates,  1990)
Persons  diagnosed  with  this  disorder  tend  to  feel  great
pain  due  to  their  erratic  inner  emotional  state.  Their
ability  to control  their  emotions,  particularly  intense
anger,  is  immensely  difficult.  Persons  diagnosed  with  BPD
can  easily  move  from  feeling  the  deepest  happiness  to  grim
despair.  There  is  also  difficulty  in  regulating  behavioral
8responses  to  emotions,  which  accounts  for  the  often  numerous
parasuicidal  attempts  within  the  BPD  population  (Linehan,
01dham,  & Silk,  1995)
One  of  the  greatest  concerns  pertaining  to  this
disorder  is  the  incredibly  high  incidence  of  parasuicidal
behavior  (any  intentional,  acute,  self-injurious  behavior
with  or  without  suicidal  intent  including  both  suicide
attempts  and  self-mutilative  behaviors)  (Linehan,  1993)
The  term  parasuicide  includes  behaviors  commonly  labeled  as
"suicide  gestures"  and  "manipulative  suicide  attempts"
(Linehan,  1993) Approximately  75%  of  clients  diagnosed
with  BPD  have  a  history  of  at  least  one  parasuicidal
incident  (Linehan,  1993) Although  the  incidence  of  self-
mutilating  or  self-destructive  behavior  is  exhibited,  they
may  not  always  intend  suicide  (Linehan,  01dham,  & Silk,
1995)
Skin  cutting  is  the  common  technique  utilized  and  may
be  a means  by  which  clients  diagnosed  with  BPD  control
anxiety,  decrease  the  burden  of  an  overwhelming  sadness  or
emotional  pain,  or  respond  to  extreme  detachment,  which  is
exhibited  by  having  their  feelings  shut  down  or  cut  off
(Linehan,  01dham,  & Silk,  1995)
The  emotional  state  of  parasuicidal  individuals  is  one
of  chronic,  aversive  emotional  dysregulation.  The
individual  seems  to  be  more  angry,  hostile,  and  irritable.
9Interpersonal  dysregulation  is  apparent  when  relationships
are  distinguished  as  hostile,  demanding,  and  conflictual
(Linehan,  1993) Linehan  (1993)  states  that  interpersonal
relationships  are  the  primary  problem  for  persons  with  BPD.
During  patterns  of  behavioral  dysregulation,  frequent  acts
such  as  substance  abuse,  sexual  promiscuity,  and
parasuicidal  incidents  occur.  Overall,  these  individuals
are  less  apt  to  have  the  cognitive  skills  necessary  to  cope
effectively  with  their  emotional,  interpersonal,  and
behavioral  stresses  (Linehan,  1993)
People  diagnosed  with  BPD  are  said  to  be  on  the
"borderline"  between  the  two  mental  states  of  neurosis  and
psychosis  (Linehan,  1995) Linehan  categorizes  the  criteria
for  BPD  from  the  DSM-IV  into  five  specific  areas:
1.  "Emotional  Dysregulation  -  highly  reactive
emotional
responses  as  well  as  periods  of  depression,
anxiety,  irritability,  and  anger.
2.  Interpersonal  Dysregulation  -  relationships
characterized  as  chaotic,  intense,  and  difficult
along  with  a  fear  of  abandonment.
3.  Behavioral  Dysregulation
the
impulsively  pushed  to
limit  in  areas  such  as  spending  sprees,
inappropriate  sexual  conduct,  reckless  driving,
10
binge  eating,  suicide  attempts,  and  self-
mutilation.
4.  Cognitive  Dysfunction delusion,
depersonalization,  and
dissociation.
5.  Dysregulation  of  the  Self identity  issues  and
feelings
of  emptiness"  (Linehan,  1995)
Persons  diagnosed  with  BPD  are  generally  referred  to  by
clinicians  as  challenging  and  difficult  to  treat  and  often
drop-out  of  treatment  (Linehan,  1993) Persons  diagnosed
with  BPD  are  considered  frustrating  to  work  with  because  of
the  following  characteristics:  intense  hostile-dependent
feelings  toward  the  practitioner,  alternating  feelings  of
overidealization  and  rageful  disappointment  of  the  social
worker,  parasuicidal  behaviors,  impulsivity,  temporary
episodes  of  psychosis,  and  the  likelihood  to  discontinue
treatment  suddenly  and  prematurely  when  painful  issues  arise
(Johnson,  1991)
Recently,  clients  diagnosed  with  BPD  have  become
increasingly  common  among  social  workers.  These  clients
often  times  present  themselves  to  cornrnunity  social  workers
with  issues  such  as  substance  abuse,  suicide  attempts,
family  violence,  eating  disorders,  reckless  spending,  and
other  problems  involving  self-control  (Johnson,  1991)
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Likewise,  family  physicians  are  being  introduced  to  patients
diagnosed  with  BPD.  They  are  particularly  vulnerable  to
patients  with  this  disorder  because  of  the  perplexing
characteristics  involved  in  assessment  and  treatment
(Hubbard,  Saathoff,  Bernardo,  & Barnett,  1995)
Theories  of  Etiology
Although  the  etiology  of  BPD  is  not  known,  two
important  elements  appear  to  be  involved  in  the  disorder:
(1)  biological:  not  pertaining  to  genetics,  but  rather  may
be  due  to  intrauterine  difficulties,  trauma  to  the  head,
developmental  states  known  as  hyper  or  difficult  child;  and
(2)  environmental:  involving  environment,  particularly  seen
as  motivational  problems,  persons  are  instructed  to  apply
more  effort. These  clients  seek  out  cues  from  their
environment  to  know  how  to  act,  they  need  validation,
especially  if  they  were  sexually  abused  (Linehan,  1995)
Clients  diagnosed  with  BPD  often  describe  a  history  of
childhood  sexual  abuse,  which  is  regarded  as  a  particularly
extreme  form  of  invalidation  (Kiehn  & Swales,  1995)  Kiehn
and  Swales  (1995)  emphasize  that  this  theory  is  not  yet
supported  by  empirical  evidence  but  the  value  of  the
technique  does  not  depend  on  the  theory  being  correct  since
the  clinical  effectiveness  of  DBT  does  have  empirical
support.
Augsburg Coilege Libraiy
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Another  theory  implies  there  may  be  a  combination,  in
some  clients,  of  sexual,  physical,  psychological,  or  other
major  trauma  or  abuse  during  childhood.  A  great  deal  of
controversy  exists  about  the  suggested  correlation  of
childhood  trauma  and  the  eventual  onset  of  BPD  in  adulthood.
Perhaps,  BPD  is  a  combination  of  many  processes  pertaining
to  affect  regulation  and  anxiety  tolerance  to  life  events
such  as  sexual  and  physical  trauma  in  childhood  (Linehan,
01dham,  & Silk,  1995)
Types  of  Treatment
Over  the  course  of  the  last  two  decades,  a  variety  of
treatment  alternatives  have  been  implemented  for  BPD.  Some
of  the  most  cornrnon  forms  of  treatment  utilized  in  this  area
have  been  psychopharmacological,  cognitive  behavioral
therapy,  several  psychodynamic  approaches,  and  dialectical
behavior  therapy.
Ps  ychopharmacologi  cal
Psychopharmacology  has  been  perceived  as  helpful  in
alleviating  psychic  pain  and  rejuvenating  the  ability  for
psychosocial  functioning  (Johnson,  1991) Many  clients
diagnosed  with  BPD  find  it  necessary  to  incorporate  both
pharmacotherapy  and  some  type  of  psychosocial  therapy  to
achieve  the  most  effective  results  (Linehan,  1993) Often
times  these  clients  are  diagnosed  with  an  Axis  I  diagnosis
such  as  depression,  which  medication  will  help  to  raanage  so
13
they  can  focus  in  psychotherapy. Pharmacotherapy  has  been
deemed  necessary  for  the  successful  implementation  of
psychotherapy.  ClS  ents  diagnosed  with  BPD  and  on  medication
need  to  be  monitored  carefully  because  of  the  problems  with
compliance,  drug  abuse,  as  well  as,  the  suicidal  attempts
associated  with  this  disorder  (Johnson,  1991)
Insight  Oriented  Counseling  and  the  Holding  Environment
Approach
Insight  oriented  counseling  and  the  holding  environment
approach  have  been  debated  for  years  in  terms  of  which  is
the  best  technique.  The  believers  of  insight  oriented
counseling  maintain  that  the  therapist  should  interpret  the
client's  behavior  and  feelings  early  in  the  treatment
process,  while  other  theorists  advocate  for  the  creation  of
a  holding  environment  rather  than  interpretation  (Johnson,
1991) The  philosophy  of  the  holding  environment  is  that
healing  occurs  by  being  a  "stable,  consistent,  caring,  non-
punitive  person  who  survives  the  clients'  rage  and
destructive  impulses  and  continues  to  serve  this  holding
function"  (Johnson,  1991,  p.  168) When  a  client  diagnosed
with  BPD  feels  the  presence  of  a  therapist  who  is  supportive
or  holding,  the  features  of  the  disorder  become  paramount,
these  clients  can  then  work  collaboratively  with  a  therapist
(Wheelis  & Gunderson,  1998)
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Many  clinicians  insist  that  the  best  treatment  one  can
provide  to  their  clients  is  a  consistent,  caring
professional  relationship.  While  many  clients  diagnosed
with  BPD  live  chaotic  lives,  the  relationship  established
between  the  client  and  therapist  is  probably  the  most  stable
and  beneficial  part  of  the  client's  life  (Linehan,  01dham,  &
S il  k,  19  9 5 )
Cognitive-behavioral  Approach
Cognitive  behavioral  theory  in  the  treatment  of  BPD  has
received  significant  recognition  in  recent  years  Beck's
approach  views  the  primary  responsibility  for  the  behavioral
and  emotional  problems  of  clients  diagnosed  with  BPD  as
cognitive  distortions  or  errors  in  thinking  (Arntz,  Dietzel,
& Dressen,  1999) As  well  the  cognitive-behavioral  approach
ascertains  that  the  borderline  individual  holds  extreme,
poorly  integrated  views  of  relationships  with  early
caregivers,  and  as  a  result,  maintains  unrealistic
expectations  regarding  interpersonal  relationships.  These
expectations  consistently  shape  the  behavior  and  emotional
responses,  which  result  in  the  extensive  symptoms  these
individuals  experience  (Beck,  Freeman,  & Associates,  1990,
chap.  9) The  theory  suggests  that  individuals  diagnosed
with  BPD  tend  to  view  themselves  as  bad,  powerless,  and
vulnerable,  and  to  view  the  world  as  dangerous  and  life
threatening  (Arntz,  Dietzel,  & Dressen,  1999) Dichotomous
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thinking  is  seen  as  key  to  the  radical  behaviors
characteristic  of  BPD  and  becomes  the  beginning  point  of
treatment  (Linehan,  1995)
Tn  recent  years,  behavioral  and  cognitive-behavioral
authors  such  as  Millon,  Linehan,  and  Yourig  have  introduced
an  array  of  perspectives  on  this  disorder  (Beck,  Freeman,  &
Asscciates,  1990)
Millon'  s  view  is  based  on  social  learning  theory  in
which  he  proposes  a  central  role  to  the  individual'  s
deficiency  in  clarity  and  consistency  regarding  his  or  her
own  identity.  He  suggests  that  the  lack  of  a  clear  sense  of
identity  is  a  product  of  biological,  psychological,  and
sociological  factors  that  combine  to  inhibit  successful
development  of  a  sense  of  identity.  An  aspect  of  the
unclear  sense  of  identity  with  individuals  diagnosed  with
BPD  is  inconsistent  goals,  which  results  in  pcorly
coordinated  actions,  poorly  maintained  impulses,  and  a  lack
of  consistent  accomplishment.  Thus,  the  poor  consistency
results  in  an  ineffective  strategy  for  dealing  with  problems
that  arise  and  their  associated  emotional  state  (Beck,
Freeman,  & Associates,  1990,  chap.  9)
Young  has  developed  a  cognitive-behavioral  approach  to
the  treatment  of  BPD,  which  he  has  termed  "schema-focused
cognitive  therapy."  He  suggests  that  extremely  stable  and
enduring  patterns  of  thinking,  which  he  labels  "early
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maladaptive  schemas"  can  develop  during  childhood  and  result
in  maladaptive  behavior  patterns  that  reinforce  the  schemas.
These  schemas  are  then  carried  throughout  development  and
into  adulthood. He  has  identified  18  early  maladaptive
schemas  such  as:  emotional  deprivation,
abandonment/instability,  mistrust/abuse,  and  social
isolation/alienation.  Most  clients  have  at  least  two  or
three  specific  schemas,  and  often  more.  He  characterizes  a
subset  of  these  schemas,  which  are  the  major  focus  of
therapy  (Beck,  Freeman,  & Associates,  1990)
Young  does  not  present  a  detailed  rrtodel  of  BPD,  he
assumes  that  when  these  maladaptive  schemas  are  activated  by
relevant  events,  distortions  in  thinking,  strong  emoticrial
responses,  and  problematic  behaviors  the  client'  s  thorights
and  feelings  are  dominated  by  these  schemas  (Beck,  Freeman,
& Associates,  1990)
Psychodynamic  Approaches
The  focus  of  individual  psychodynamic  psychotherapy  is
the  exposure  and  resolution  of  intrapsychic  conflict.
Treatment  goals  facilitated  include  increased  impulse
control  and  anxiety  tolerance,  ability  to  modulate  affect
and  the  development  of  stable  interpersonal  relationships
(Quaytman  & Sharfstein,  1997) The  use  of  psychotherapy
would  entail  outlining  specific  criteria  for  the
client/therapist  relationship  in  order  to  be  effective.  The
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criteria  would  include  establishing  an  alliance,  managing
boundaries,  setting  limits,  and  responding  to  rage  and
suicide  threats  (Wheelis  & Gunderson,  1998)
Dialectical  Behavior  Therapy
Dialectical  behavior  therapy  is  a  combination  of
intense  behavior  oriented  psychotherapy  with
psychoeducational  group  treatment.  DBT  has  shown
recognizable  promise  in  reducing  borderlirie  client's  self-
destructive  behavior  (Johnson,  1991) This  technique  of
behavior  therapy  is  dialectical  because  it  deals  with
multiple  aspects,  notably  the  accepting  of  clients  for  what
they  are  while  attempting  to  try  to  teach  them  to  change
(Linehan,  1987) Thus  DBT  includes  specific  techniques  of
acceptance  and  validation  developed  to  combat  the  self-
invalidation  of  the  client.  These  are  balanced  by
techniques  of  problem-solving  to  assist  the  clien'c  in
learning  more  adaptive  ways  to  handle  difficulties  and  to
acquire  the  necessary  skills  to  do  so  (Kiehn  & Swales,
1995)
The  DBT  model  draws  from  cognitive  and  behavioral
models  along  with  "the  technology  of  acceptance."  The
emphasizing  of  clients  fully  accepting  themselves,  their
emotional  status,  and  their  environment  is  knowri  as  true
acceptance  or  "radical  acceptance."  "The  focus  in  DBT  is  on
the  resolution  of  polarities  and  tension  and  a  movement
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toward  synthesis  (Linehan,  1995,  video) The  process  of
change  is  referred  to  as  dialectics.  The  thesis  state
becomes  its  opposite  or  antithesis.  The  strain  between
these  two  states  creates  a  move  toward  resolution  or
synthesis.  However,  in  BPD  the  client  becomes  lodged
between  extremes  and  cannot  gravitate  toward  synthesis
(Linehan,  1995,  video) DBT  emphasizes  a  balance  between
acceptance  and  change  and  active  problem-solving  with
validating  client's  emotional,  cognitive,  and  behavioral
responses.  This  straight  forward  approach  to  the  client's
problems  is  created  by  reciprocal  warmth  and  understanding
(Linehari,  1995)
The  DBT  model  is  viewed  as  a  behavioral  treatment
approach  because  it  covers  skills  training,  collaborative
problem-solving,  contingency  clarification  and  management,
and  the  recognizable  present  state  (Johnson,  1991)
DBT  focuses  on  improving  the  client's  problem-solving
skills  so  as  to  maintain  their  motivation  to  live  (Linehan,
01dham,  & Silk,  1995) The  therapists'  role  is  to  help  the
client  find  ways  to  make  her  life  worth  living.  DBT  is
offered  as  a  life-enhancement  treatment  and  not  as  a  suicide
prevention  program  (Kiehn  & Swales,  1995)
The  DBT  approach  involves  the  social  worker/therapist
actively  reframing  suicidal  and  other  dysfunctional
behaviors  as  part  of  the  client's  learned  problem-solving
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base  and  tries  to  direct  the  counseling  process  toward
active  problem-solving.  Social  workers/therapists  teach
emotion  regulation,  interpersonal  effectiveness,  distress
tolerance,  and  self-management  skills  in  both  the  individual
and  group  treatment  process.  The  social  workers/therapists
maintain  an  open  environment  in  which  desired  behaviors  are
highly  regarded  so  as  to  promote  progress.  Through  the
openness  demonstrated  by  the  workers,  the  clients  will  see
them  as  more  approachable  when  needing  help,  especially  to
shape  adaptive  behaviors  and  extinguish  the  self-destructive
behaviors  (Johnson,  1991) The  treatment  process  stresses
building  and  continuing  a  positive,  interpersonal,
collaborative  relationship  so  the  social  worker/therapist  is
viewed  as  a consultant  to  the  client  (Johnson,  1991) In
this  role  as  consultant,  the  client  is  taught  to  intervene
on  his  or  her  own  behalf  (Linehan,  1995)
Through  the  use  of  the  DBT  model  the  focus  is  to
facilitate  change.  The  concept  of  change  is  a  very
sensitive  area  for  these  clients.  The  use  of  negative
feedback  and  criticism  would  reduce  their  ability  to  change
to  near  zero.  "The  therapist  must  continually  reinforce  the
use  of  a dialectical  style  of  thinking  and  approaching
problems,  balancing  radical  acceptance  and  tolerance  while
attempting  to  change  one's  self  and  the  environment  and
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challenging  non-dialectical  thinking  and  problem-solving"
(Linehan,  1995,  video)
Applying  Problem-Solving  Skills  to
Suicidal/Parasuicidal  Behaviors
Through  the  course  of  treatment,  it  is  important  to
recognize  that  the  client  is  at  high  risk  for  suicide,  even
if  parasuicidal  behavior  does  not  seem  to  reflect  suicidal
intent  (Linehan,  01dham,  & Silk,  1995) The  first  priority
in  DBT  is  to  stop  suicidal  and  parasuicidal  behaviors.  In
DBT,  these  behaviors  are  seen  as  maladaptive  attempts  at
problem-solving  (Linehan,  1995) First,  the  therapist  must
incorporate  whatever  course  of  action  necessary  to  prevent
the  client  from  killing  or  seriously  harming  themselves  and
then  attempt  to  help  the  client  gain  more  effective  problem-
solving  skills  so  the  number  of  suicidal  encounters
diminishes  (Linehan,  1995) And  secondly,  specific
strategies  need  to  be  initiated  depending  on  the  nature  of
the  situation,  whether  there  have  been  previous
suicidal/parasuicidal  behaviors  and  whether  the  seriousness
of  threats  to  commit  suicide/parasuicide  are  imminent
(Linehan,  1995)
"Strategies  specific  to  previous  suicidal  and
parasuicidal  attempts  are  assessed  according  to  (1)
frequency,  severity,  and  intensity  of  the  behavior;  (2)
clarifying  the  function  of  the  behavior;  (3)  selecting  and
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discussing  alternative  solutions;  and  (4)  assisting  the
client  in  contracting  a  non-suicidal  treatment  plan"
(Linehan,  1995,  video)
In  assessing  clients  for  "intent  to  harm"  based  on
threats,  the  therapist  needs  to  address  specific  factors.
The  factors  associated  with  high  risk  clients  include
recurrent  suicidal  ideation,  direct  or  indirect  suicide
threats,  suicide  planning  or  preparation,  parasuicide  within
the  past  year,  feelings  of  hopelessness  and  a  sudden  change
in  clinical  symptoms  (Linehan,  1995)
Clients  diagnosed  with  BPD  are  in  continual  crisis,
therefore  it  is  often  difficult  to  adhere  to  a  behavioral
treatment  plan  specific  to  individual  treatment,  especially
when  teaching  skills  that  are  not  related  to  the  current
crisis  (Johnson,  1991) Consequently,  the  psychoeducational
group  treatment  modules,  which  make-up  the  DBT  model,  teach
specific  behavioral,  cognitive,  and  emotional  skills  that
are  more  effective  when  handling  ongoing  crisis  situations
versus  individual  therapy  by  itself  (Linehan,  1987) The
four  modules  which  assist  clients  in  their  ability  to  change
erratic  behavior  patterns  are  core  mindfulness  skills,
interpersonal  effectiveness  skills,  emotion  regulation
skills,  and  distress  tolerance  skills  (Kiehn  & Swales,
1995)
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A  client  has  to  adhere  to  a  number  of  requirements
before  entering  DBT:  attend  and  work  in  therapy  sessions  for
approximately  one  year,  reduce  suicidal  or  parasuicidal
behaviors  if  present,  work  on  any  behaviors  that  may
interfere  with  therapy,  and  attend  all  skills  training.  The
intent  of  these  agreements  is  viewed  as  a  definite
commitment  on  behalf  of  the  client  and  is  re-established
throughout  the  course  of  therapy  (Kiehn  & Swales,  1995)
Outpatient  DBT  Program
The  standard  outpatient  DBT  program  is  composed  of  four
elements:  (1)  skills  training,  which  focuses  on  acquiring
new  psychosocial  skills;  (2)  individual  outpatient
psychotherapy,  which  focuses  on  motivational  issues  and  the
strengthening  of  new  skills;  (3)  telephone  consultations,
which  help  clients  apply  newly  learned  skills  to  real  life
situations;  and  (4)  team  consultation  for  therapists,  which
concentrates  on  competence  and  motivation  among  therapists
(Linehan,  1995)
Themes  within  the  Literature
There  are  two  particular  themes  that  stand  out  in  the
literature  regarding  persons  with  BPD:  (1)  Persons  affected
by  BPD  are  often  difficult  to  treat  due  to  the  specific
characteristics  of  the  disorder;  and  (2)  There  are  many
types  of  treatment  which  can  be  utilized  when  working  with
borderline  personality  disorder.
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Gaps  in  the  Literature
Upon  researching  the  literature  Linehan'  s  work
accounts  for  the  only  empirical  studies  available  on  the
effectiveness  of  the  DBT  model Actual  documented  outcomes
of  DBT  are  needed The  effectiveness  of  DBT  compared  to
other  alternative  treatments  awaits  further  exploration  as
well  Obtaining  research  in  this  area  will  continue  to  be
challenging  given  the  high  drop-out  rates  from  treatment
with  clients  diagnosed  with  BPD  (Johnson  1991)
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Chapter  III:  Conceptual  Framework
Dialectical  Behavior  Therapy  is  a  form  of  cognitive  -
behavioral  therapy  designed  particularly  as  a  comprehensive
treatment  for  individuals  with  chronic  suicidal  tendencies
who  fit  the  criteria  for  borderline  personality  disorder;  it
may  also  be  utilized  with  clients  presenting  severe
impulsive  or  out  of  control  behavior  patterns-  A
motivational  and  capability  deficit  model  of  dysfunctional
behavior  was  utilized  in  the  design  of  DBT.  The  concept
consists  of  two  parts:  (1)  individuals  with  BPD  are
deficient  in  interpersonal,  self-regulation,  and  distress
tolerance  skills  and  capabilities;  and  (2)  personal  and
environmental  factors  restrain  the  use  of  behavioral  skills
possessed  by  the  individual,  inhibit  the  development  of  new
skills  and  capacities,  and  can  often  strengthen
inappropriate  and  extreme  behaviors.  DBT  can  be  compared  to
supportive  psychodynamic  psychotherapies  and  types  of  case
management  that  emphasize  coaching  clients  and  their  natural
environment.  DBT  can  also  be  related  to  client-centered
approaches,  cognitive  therapy,  and  expressive  psychodynamic
psychotherapies,  and  also  correlates  with  case  management  in
regards  to  the  removal  of  environmental  pitfalls  to  promote
improved  functioning  (Linehan,  1995)
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DBT  consists  cf  a  focus  on  both  skill  acquisition  and
behavioral  motivation  for  successful  intervention.  However,
several  modifications  within  the  standard  behavior  therapy
had  to  occur  to  accommodate  the  borderline  population.
First,  strategies  that  include  acceptance  of  validation  of
client's  present  capabilities  and  behavioral  functioning
were  implemented,  due  to  the  emotional  vulnerability  of
borderline  clients.  Second,  the  therapy  was  divided  into
three  parts:  skill  acquisition,  motivational  issues  and
skill  strengthening,  and  applying  basic  skills  to  everyday
life  beyond  the  treatment  regimen.  These  parts  are  also
tailored  to  the  specific  vulnerabilities  of  clients
diagnosed  with  BPD  (Linehan,  1995)
Standard  outpatient  DBT  consists  of  four  structured
components:  psychosocial  individual  or  group  therapy  (for
skills  training),  individual  psychotherapy  (addressing
motivational  and  skills  strengthening)  telephone  contact
with  the  individual  therapist  (addressing  generalization)
and  peer  consultation/supervision  meetings  (to  treat  the
therapist)  (Linehan,  1995)
All  facets  of  DBT  include  a  dialectical  perspective  and
a biosocial  theoretical  perspective  and  are  described  by  a
hierarchy  of  treatment  targets  and  a  set  of  treatment
strategies  (Linehan,  1995)
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Defining  Terms
Dialectical  Perspective works  well  for  understanding  the
causes  and  nature  of  BPD  and  naming  appropriate  treatment
targets  and  strategies.
Three  primary  characteristics  include:
1.  The  term  dialectics  implies  a  systems  approach
and
identifies  the  interrelatedness  and  wholeness
of  reality  as  essential  for  complete
integration  of  all  parts  within  the  system.
This  suggests  that  a  client'  s behavior  needs
to  be  observed  in  its  behavioral  and
environmental  context  to  be  fully  understood.
2.  According  to  dialectics,  two  opposing  forces
(thesis  and  antithesis)  compose  each  aspect  of
reality,  out  of  which  synthesis  creates  a  new
set  of  opposing  forces.  An  important  aspect
of  therapy  is  to  motivate  clients  toward  more
balanced,  synthesized  responses.  Most  clients
diagnosed  with  BPD  swing  between  emotional,
cognitive  and  behavioral  extremes,  which  have
been  referred  to  as  "dialectical  failures."
3.  Dialectics  maintain  that  the  client  diagnosed
with  BPD  and  their  environment  are
experiencing  constant  change. So,  the  goal
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in  therapy  is  to  help  clients  adapt  to  change
and  ambiguity  (Linehan,  1995  video)
Biosocial  Theory
DBT  was  derived  from  a  biosocial  theory  of  BPD From
this  perspective  the  core  dysfunction  of  BPD  -  emotion
dysregulation develops  out  of  transactions  between  certain
biological  and  social-environmental  factors  The  biological
factors  produce  extreme  emotional  vulnerability  which  is
classified  by  extreme  sensitivity  and  reactavity  to
emotional  stimuli The  pertinent  social-environmental
conditions  are  those  that  create  an  invalidating
environment In  such  an  envircnment  the  expression  of  a
person  s  private  emotional  experience  is  continuously
ignored  (Linehan,  1995)
Cognitive-Behavioral  Therapy
DBT  incorporates  an  array  of  cognitive  and  behavioral
techniques  to  the  treatment  of  BPD It  stresses  the
continuous  gathering  of  data  on  existing  behaviors
(behavioral  assessment),  exact  description  of  the  targets  of
treatment  educating  the  client  to  the  theory  and  procedures
applied  to  the  treatment  and  a  joint  working  relationship
between  the  therapist  and  the  client  (Linehan,  1995)
The  Effectaveness  of  DBT
There  is  controlled  empirical  evidence  pertaining  to
the  effectiveness  of  the  DBT  model,  which  has  been
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established  in  clinical  trials.  In  one  such  trial,  47
chronically  parasuicidal  women  diagnosed  with  BPD  were
assigned  randomly  tc  a  DBT  or  to  a  cornrnunity  treatment as
usual  condition.  Results  from  treatment  assessments;
indicated  that  DBT  clients  were  less  likely  to  attempt
suicide  or  to  discontinue  therapy  than  treatment  -  as
usual  clients.  DBT  clients  also  spent  less  time  in  a
psychiatric  hospital  setting  and  were  better  adjusted
interpersonally  and  less  angry  (Linehan,  1995)
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Chapter  IV:  Research  Design  and  Methods
This  chapter  outlines  the  research  design  and  methods  of
this  study.  First,  I  identify  and  operationally  define  the
research  question  and  discuss  the  rationale  for  choosing  the
research  design.  Next,  I  describe  the  sample  and  sampling
criteria  and  recruitment  of  respondents,  as  well  as,  the
data  collection  procedures.  Lastly,  I  discuss  data  analysis
techniques  and  measurement  issues.
Research  Question  and  Operational  Definition
This  study  addressed  the  following  question:  How  does
the  implementation  of  the  DBT  model,  affect  clients'  ability
to  learn  effective  problem-solving  skills?  And,  more
specifically  how  has  i'e  affected  these  target  areas:
suicidal/self-mutilating  behaviors,  number  of
hospitalizations,  interpersonal  relationships,
impulsiveness,  and  emotional  instability.
Dialectical  Behavior  Therapy  was  operationally  defined
as  a  broad-based  cognitive-behavioral  treatment  developed
specifically  for  borderline  personality  disorder.  DBT
consists  of  individual  psychotherapy  and  psychosocial  skills
training,  which  has  been  the  first  psychotherapy  shown  to  be
effective  with  individuals  with  BPD  (Linehan,  1993)
DBT  applies  a  wide  array  of  cognitive  and  behavior
therapy  strategies  to  the  disorder  of  BPD.  DBT,  like  most
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cognitive-behavioral  therapy  programs,  emphasizes  ongoing
assessment  and  data  collection  on  current  behaviors;  clear
description  of  treatment  targets;  and  a  joint  working
relationship  between  therapist  and  client,  including
orienting  the  client  to  the  mutual  commitment  to  the
treatment  goals  (Linehan,  1993)
Research  Design
A  qualitative  research  design  was  implemented  for
several  reasons. The  amount  of  research  found  within  the
literature,  more  often  than  not,  related  to  studies/research
conducted  by  one  particular  person  who  was  the  developer  of
the  DBT  model  of  treatment.  Therefore,  the  studies
conducted,  on  the  effectiveness  of  the  DBT  model  are
restricted.  However,  the  DBT  model  is  becoming  more
recognized  throughout  the  country  as  an  effective  form  of
treatment  with  BPD  (Johnson,  1991) Due  to  the  limited
amount  of  published  material  pertaining  to  the  actual
implementation  and  effectiveness  of  the  DBT  model,  this
researcher  thought  it  important  to  hear  from  social
workers/therapists  who  are  facilitating  treatment  groups
using  the  DBT  model.  In  collecting  this  information,
conclusions  could  be  drawn  pertaining  to  the  models'
effectiveness  with  problem-solving  skills  with  individuals
with  BPD.  A  natural  research  setting  was  utilized  by
conducting  the  interviews  at  the  participant'  s place  of
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employment.  The  small  sample  size  and  selection
characteristics  accounted  for  the  in-depth,  purposeful
information  revealed. The  data  collection  methods  involved
personal  contact  and  flexibility  in  terms  of  the  varying
responses  and  perspectives  gathered  from  each  participant.
However,  the  data  was  collected  from  the  same  topic  areas
from  all  the  participants  to  ensure  some  corisistency.  The
selection  of  the  research  method  needed  to  allow  for
individual  perspectives  and  experiences,  as  well  as,
addressing  key  issues  within  the  literature.  Lastly,  data
analysis  techniques  were  inductive  due  to  the  specific
details  uncovering  important  themes,  categories,  and
interrelationships.  These  factors  allude  to  the  use  of  a
qualitative  research  design.
The  Sample
Samples  utilized  in  qualitative  research  are  generally
small  due  to  the  large  amount  of  information  needed.  The
objective  to  sampling  within  qualitative  research  is  to
focus  in  depth  on  small  samples  to  acquire  purposeful
information.  The  strategy  implemented  in  this  study
involved  the  use  of  purposive  sampling,  which  is  a  method  of
nonprobability  sampling.  This  type  of  sampling  often
requires  researchers'  to  rely  on  their  judgment  to
purposively  select  a  sample  that  seems  representative  of  the
desired  population.  The  purpose  was  to  obtain  information
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from  specifically  targeted  people  in  the  mental  health  field
who  have  an  immense  interest  as  well  as  experience  in
working  with  the  DBT  model.  Because  there  are  few
practitioners  who  work  with  the  DBT  model  in  the  selected
regional  area,  the  sample  size  was  small  but  contained
considerable  information  pertaining  to  practitioners'
experiences  in  using  this  form  of  treatment  with  individuals
diagnosed  with  BPD.
Sampling  Criteria
The  sample  for  this  study  consisted  of  contacting  eight
practitioners  using  the  DBT  model  in  a  variety  of  treatment
settings  such  as  hospitals,  mental  health  facilities,  and
human  service  agencies.  The  following  three  sampling
criteria  were  required  in  selecting  both  practitioners  and
treatment  settings.
First,  the  treatment  facility  in  which  the  DBT model
was  used  could  be  either  in-patient  or  out-patient  based.
The  reason  was  to  connect  with  more  facilities  using  the
treatment  model  to  ensure  at  least  five  participants  and  to
collect  an  adequate  amount  of  data.  The  information
collected  whether  it  in  an  in-patient  or  out-patient
facility,  was  not  different  in  content  due  to  the  group
design  of  DBT.  The  current  use  of  DBT  at  the  treatment
facility  was  necessary  due  to  the  possibility  of  poor  memory
recall  regarding  details.
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The  second  criterion  was  the  location  of  the  treatment
facilities.  The  facilities  had  to  be  positioned  within  the
state  of  North  Dakota.  Because  travel  and  distance  were
factors  in  terms  of  face  -to-  face  interviews  it  was
necessary  to  designate  geographic  boandaries.
Thirdly,  the  facilitation  of  the  DBT  model  needed  to  be
specific  to  clients  with  the  diagnosis  of  BPD.  It  was
necessary  to  restrict  the  use  of  the  model  to  the  BPD
population  according  to  the  review  of  the  literature,  which
focuses  on  BPD.
Recruitment  of  Respondents
The  participants  included  in  the  study  were  recruited
via  the  computer.  An  email  request  was  made  in  search  of
practitioners  using  the  DBT  model  in  their  practice  (there
was  a  specific  database  utilized  to  connect  with  these
professionals  ) From  that,  a  letter  was  drafted  requesting
participation  and  explaining  the  research.  The  letter
indicated  that  I  would  contact  them  via  the  phone
approximately  a  week  after  they  receive  the  letter  to  answer
any  questions  or  clarify  any  information  and  to  see  if  they
are  interested  in  participating.
Data  Collection
Data  was  gathered  using  a  semi-structured  interview
that  contained  open-ended  questions  which  helped  guide  the
direction  of  the  session.  This  technique  offered  a
34
conversational  style,  but  also  kept  the  participants  on
track  with  being  asked  the  same  specific  questions.  Thus,
the  approach  was  systematic  with  regard  to  all  the
participants  and  the  wording  of  the  questions  helped
decrease  the  amount  of  bias  in  their  responses.
The  interview  guide  was  designed  according  to
problematic  areas  identified  in  the  literature  relating  to
BPD  and  the  effectiveness  of  DBT:  suicidal/self-mutilating
behaviors,  hospitalizations,  interpersonal  relationships,
impulsiveness,  and  emotional  instability.  The  interview
guide  was  pre-tested  with  a  colleague  at  my  agency  who  has
knowledge  regarding  the  DBT  model.  The  open-ended  questions
that  were  found  in  the  interview  guide  were  relevant  to  the
research  question  and  elicited  responses  according  to  the
practitioners'  knowledge  and  experiences  relating  to  the  use
of  the  DBT  model.
Data  Collection  Procedures
The  data  was  gathered  during  one  semi-structured,  face
-to-  face  interview.  All  practitioners  were  interviewed  at
the  treatment  facility  where  they  are  employed.  Each
interview  was  scheduled  to  last  approximately  30-45  minutes.
The  same  researcher  conducted  all  the  interviews  to  ensure
consistency.
Notes  were  taken  during  and  following  the  scheduled
interview  by  the  researcher.  The  notes  were  used  to  help
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recall  specific  information  pertaining  to  the  particular
details  discussed  about  the  use  of  the  DBT  model  and  its
effects.  The  notes  also  included  the  researcher's
observations,  perceptions,  and  concerns.  As  well,  the
interviews  were  audio-taped  as  a  measure  of  accurate
reporting  of  the  data  collected.  All  notes  and  audiotapes
were  kept  in  locked  drawer  to  ensure  confidentiality.
Data  Analysis
A  cross-case  analysis  was  implemented,  which  included
analyzing  different  perspectives  on  key  issues.  By
gathering  practitioner's  perceptions/experiences  of  the
effectiveness  of  the  DBT  model,  the  research  reflects  a
variety  of  responses.  Formal  data  and
insights/interpretations  from  the  participants  emerged  from
this  process.  Content  analysis  was  used  to  organize  the
data.  Coding  techniques  were  used  around  questions  or
concepts  obtained  from  the  interviews  that  helped  to
identify  patterns  and  themes.
Measurement  Issues
The  issues  of  validity  may  be  hindered  in  terms  of
one's  own  perceptions  clouding  the  information  obtained
within  the  interviews.  The  possibility  of  assuming  and  not
specifically  questioning  the  interpretation  of  information
may  affect  the  validity.  The  importance  of  identifying
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comrn.onalities  will  help  to  determine  the  validity  of  the
data
An  issue  of  reliability  is  the  accuracy  in  which  the
information  is  presented  from  the  interview  The  researcher
will  attempt  to  ensure  reliability  by  having  another  person
code  the  data  and  cross-check  the  two  coding  patterns
Intercoder  reliability  will  be  achieved  by  coding  the
informa5on  the  same  way
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Chapter  V:  Findings
This  chapter  consists  of  three  sections.  First,  the
section  begins  with  a  brief  summary  of  the  characteristics
of  the  sample.  Secondly,  the  research  question  and  the
responses  are  reported,  both  individually  and  as  a  whole.
Themes  among  responses  from  participants  will  be  noted,  as
well  as,  any  significant  differences.  And  lastly,  there  was
a  surprising  discovery  in  the  data  analysis  relating  to  the
diagnosis  of  BPD  being  political  in  nature.
Sample  Characteristics
The  sample  consisted  of  six  mental  health  practitioners:
two  social  workers,  three  psychologists,  and  one
psychiatrist.  The  participants'  experience  with  the  DBT
model  ranged  from  2-6  years  with  the  mean  number  of  years
being  4.  The  participants  were  all  employed  in  a  variety  of
treatment  settings  including  four  participants  in  a
neuropsychiatric  clinic,  one  participant  in  a  state
hospital,  and  one  participant  in  a  human  service  agency-
The  type  of  treatment  setting  determined  whether  the  DBT
model  was  used  in  an  inpatient  or  outpatient  setting.  All
treatment  facilities  utilized  the  DBT  model  in  an  outpatient
program  except  the  state  hospital,  which  was  an  intensive
inpatient  program.
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Introduction  of  Findings
All  of  the  practitioners  have  found  the  DBT  model  to  be
an  effective  form  of  treatment  with  individuals  diagnosed
with  BPD.  However,  each  practitioner  also  indicated  that
they  not  only  use  the  DBT  model  with  individuals  with  BPD
but  have  found  it  to  be  effective  with  several  other
diagnoses  as  well.  Four  practitioners  specifically
indicated  using  DBT  with  individuals  diagnosed  with  PTSD,
victims  of  trauma,  or  depression.  One  practitioner  who  uses
DBT  with  PTSD  "relates  the  sustained  brain  trauma  in
childhood  as  very  similar  to  the  brain  trauma  developed  with
BPD."  Two practitioners  described  using  DBT  for  depression
to  address  suicidal  thoughts  and  the  concepts  of  acceptance
and  change.  The  remaining  two  practitioners  did  not
elaborate  on  other  specific  diagnoses  in  which  they  use  DBT.
Each  practitioner  facilitates  a  formal  DBT  group,  as
well  as,  utilizes  the  model  with  clients  in  an  individual
therapy  setting.
The  Research  Question
How does  the  implementation  of  Dialectical  Behavior
Therapy,  affect  clients'  ability  to  learn  effective  problem-
solving  skills?  And,  more  specifically  how  has  it  affected
these  target  areas:  suicidal/self-mutilating  behaviors,
number  of  hospitalizations,  interpersonal  relationships,
impulsiveness,  and  emotional  instability.
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Themes  among  Responses
Problem-solving  Skills
Half  of  the  practitioners  specifically  addressed
problem-solving  skills,  whereas,  the  remaining  half
immediately  responded  to  how  the  DBT  model  affects  the  five
target  areas.  Two  practitioners  identify  "acceptance  of
where  the  client  is  before  beginning  the  problem-solving
process  as  a  key  concept  of  DBT  treatment."  Half  of  the
practitioners  describe  the  teaching  of  problem-solving
skills  and  the  prioritizing  of  goals  as  a  way  for
individuals  to  gain  focus.  One  practitioner  indicates  that,
"individuals  need  to  learn  to  identify  feelings  that
accompany  crisis  situations,  which  enables  them  to  ask  the
appropriate  questions,  so  the  problem  can  be  resolved."
Suicidal/Self-mutilating  Behaviors
Four  of  the  practitioners  identified  suicidal  behaviors
as  a  reaction  to  crisis  situations.  One  practitioner
states,  "individuals  do  not  want  to  die;  they  tolerate  the
pain  as  a  means  of  coping."  Two  practitioners  describe  DBT,
specifically  distress  tolerance  skills,  "as  helping
individuals  to  realize  there  are  other  choices  which  will
manage  their  emotional  state  such  as  soothing  techniques
rather  than  harmful  techniques  such  as  parasuicidal
behaviors."
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Five  practitioners  described  self-mutilating  behaviors
as  a  means  for  "emotional  consoling."  One  practitioner
suggests,  "that  as  a  result  of  DBT,  individuals  are  able  to
label  their  emotions  in  a  more  healthy  way,  which  helps  them
have  the  ability  to  tolerate  the  emotions  rather  than  avoid
them."  The  five  practitioners  report  a  significant  decrease
in  self-mutilating  behaviors  for  individuals  utilizing  the
skills  learned  in  DBT.
All  of  the  practitioners  made  reference  to,  "the
powerfulness  or  the  concreteness  of  the  distress  tolerance
skills  taught  in  the  DBT  skills  training  and  how  these
skills  can  be  applied  to  a  broad  array  of  situations,
particularly  in  managing  suicidal  and  self-mutilating
behaviors."
Number  of  Hospitalizations
All  of  the  practitioners  identified  a  decrease  in  long  -
term  hospitalization  as  a  result  of  DBT.  Three
practitioners  report  that  many  individuals  "use  short-term
hospitalizations  as  a  temporary  means  of  coping"  during  a
crisis  situation.
Interpersonal  Relationships
Interpersonal  relationships  become  less  emotionally
reactive  and  more  rationally  controlled  through  the  use  of
DBT,  according  to  half  of  the  practitioners  interviewed.
The  other  half  describe  individuals  as  needing  to  step  back
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and  observe  the  situation  non-judgmentally  and  with  a
rational  approach.  One  practitioner  indicated  that
"individuals  need  to  acquire  responsibility  for  themselves
and  their  own  issues  and  as  a  result  boundaries  will  become
more  clear."  Another  practitioner  referred  to  interpersonal
effectiveness,  as  taught  in  DBT,  as  "learning  how  to  talk,
how  to  respond,  and  how  to  ask  questions  appropriately."
Two  practitioners  suggest  that  the  long  term  effects  on
interpersonal  relationships  varies  according  to  the  amount
of  time  devoted  to  practicing  the  skills  daily.
Impulsivity
Two  practitioners  state  that,  "DBT  provides  individuals
with  a  sense  of  control,  which  allows  them  to  stop  and  think
before  the  impulses  take  over."  One  practitioner  states
that,  "individual'  s reactions  and  emotions  will  lessen  as  a
result."  Three  practitioners  describe  ir'idividuals'  ability
to  hold  back  impulsive  behaviors  as  being  inherently
difficult  due  to  their  inability  to  tolerate  strong  affect.
One  practitioner  indicates  that,  "individuals  with  BPD
process  cognitions  differently  as  a  result  of  childhood
trauma."  Four  of  the  practitioners  do  agree  that  these
individuals  can  still  learn  the  appropriate  skills  in  DBT,
which  will  allow  them  to  gain  some  rationality  and  tolerate
the  affect.
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Emotional  Instability
As  agreed  upon  by  most  of  the  practitioners,  emotional
instability  ties  into  all  the  areas  discussed.  Avoidance  of
emotions  is  the  hallmark  of  these  individuals:  "finding  a
balance  between  emotional  behavior  and  rational  behavior  is
central  in  the  teaching  of  DBT."  It  is  a  general  thought  by
all  the  practitioners  that  these  individuals  have  sustained
some  degree  of  minimal  brain  injury  due  to  childhood
traumas,  which  prohibits  them  from  processing  emotions  in  a
healthy,  appropriate  manner.  It  is  believed  by  the  majority
of  the  practitioners  that  emotion  regulation  is
physiologically  based,  which  resu]ts  in  individuals  beiog
high  strung  and  likely  to  respond  in  extreme  ways.
Practitioner's  Views  of  the  BPD  Diagnosis
Each  practitioner  described  the  significance  of
childhood  trauma  as  being  central  to  the  diagnosis  of  BPD.
As  well,  they  all  made  reference  to  there  being  a
correlation  between  the  diagnosis  of  PTSD  (post  traumatic
Stress  disorder)  and  BPD. In  their  experience  with  both
diagnoses,  they  predict  that  the  diagnosis  of  BPD  is  overly
used.  And,  in  fact  the  diagnosis  may  be  more  accurately
labeled  PTSD.  Most  practitioners  described  the  diagnosis  of
BPD as the  diagnosis  of  the  decade  and  the  mental  health
field  is  saturated  with  the  use  of  the  diagnosis  of  BPD.
Most  practitioners  agree  that  through  the  use  of  the  DBT
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field  is  saturated  with  the  use  of  the  diagnosis  of  BPD.
Most  practitioners  agree  that  through  the  use  of  the  DBT
group  individuals  are  able  to  change  their  mind  set  and
learn  an  overall  pattern  of  adaptive  coping  skills.
Although  the  general  consensus  of  the  practitioners  is  that
DBT  is  an  effective  form  of  treatment  with  individuals
diagnosed  with  BPD,  the  majority  indicate,  that  long-term
effects  of  DBT  are  greater  if  individuals  go  through  the
group  twice.  As  well,  they  also  maintain  that  progress  with
DBT  and  individuals  diagnosed  with  BPD  is  inherently  slow.
Many  of  the  practitioners  agree  that  these  individuals  are
difficult  to  work  with  however  they  insist  the  practitioner
must  maintain  a  caring,  compassionate  relationship  to
achieve  progress  with  the  individual.
BPD  -  "A  Political  Diagnosis"
The  majority  of  the  practitioners  interviewed  consider
the  diagnosis  of  BPD  to  be  political.  They  do  not  buy  into
BPD as  a primary  diagnosis,  but  rather  believe  the  disorder
should  be  labeled  PTSD  with  possible  borderline  traits.
Many  believe  the  diagriosis  of  BPD  attaches  a  stigma  to
individuals.  In  their  experience,  many  caregivers  will  tend
to respond  with  a  negative,  non-compassionate  attitude  when
having  to  care  for  an  individual  diagnosed  with  BPD.  These
practitioners  believe  that  the  diagnosis  of  BPD  consists  of
some  type  of  impaired  brain  development  or  minor  brain
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injury  experienced  in  childhood  trauma.  Brain  development
was  hindered  or  did  not  occur  as  a  result  of  the  trauma
therefore,  these  individuals  learned  reactivity.
Summary  of  Findinqs
The  six  practitioners  interviewed  for  the  study  agree
that  DBT  is  an  effective  form  of  treatment  for  individuals
diagnosed  with  BPD.  Four  of  the  six  practitioners  indicated
that  they  have  found  DBT  to  be  effective  with  other
diagnoses  such  as  PTSD  and  depression.  Many  practitioners
identified  suicidal  behaviors  as  a  reaction  to  crisis
situations.  They  describe  self-mutilating  behaviors  as  a
form  of  "emotional  consoling.  "  All  of  the  practitioners  in
the  study  indicated  a  decrease  in  long-term  hospitalization
from  using  the  DBT  model.  Four  of  the  six  practitioners
reported  that  individuals  diagnosed  with  BPD  can  still  learn
the  appropriate  skills  in  DBT  training,  which  will  enable
them  to  gain  some  rationality  and  tolerate  the  affect.
All  of  the  practitioners  agree  that  many  individuals
diagnosed  with  BPD have  suffered  some  degree  of  minimal
brain  injury  or  impaired  brain  development  as  a  result  of
childhood  traumas.  The  practitioners  interviewed  for  the
study  suggest  a correlation  between  the  diagnosis  of  PTSD
and  BPD.  Most  of  the  practitioners  interpret  the  diagnosis
of  BPD  as  the  diagnosis  of  the  decade  and  that  the  mental
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health  field  uses  the  term  to  liberally  when  assessing
individuals.
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Chapter
 VI:
 Discussion
 of
 Findings
This  study
 consisted
 of  six  mental
 health
 practitioners'
thoughts/perceptions
 regarding
 the
 effectiveness
 of  the  DBT
model
 with
 individuals
 diagnosed
 with  BPD.
 Many
 distinct
correlations
 emerged
 among
 practitioners'
 descriptions
 of
the  usefulness
 of  the
 model.
 Their
 beliefs
 clearly
illustrate
 positive
 outcomes
 they
 have
 sustained
 from
 using
DBT.
The  perceptions
 obtained
 from
 this
 small
 group
 of
 mental
health
 practitioners
 certainly
 does
 not
 reflect
 every
practitioners'
 views,
 however,
 the
 participants
 in  the
 study
contributed
 valuable
 information
 about
 the
 effectiveness
 of
the  DBT  model-
 This
 chapter
 will
 discuss
 some  major
findings
 of  the
 study,
 implications
 for
 practice,
 and
 areas
needing
 further
 research,
 as
 well
 as,  the  strengths
 and
limitations
 of
 the
 study.
The  Participants'
 Views
 of  the
 DBT
 Model
Each  practitioner
 described
 the
 DBT
 model
 as
 a  much
needed
 form
 of
 treatment
 for
 individuals
 with
 BPD.
 The
model
 of  intervention
 covers
 a  wide
 range
 of  areas
 in
 a  very
concrete
 manner,
 which
 is  very
 tailored
 to
 BPD.
 The
practitioners
 in  the
 study
 note
 that
 the
 model
 is  both
practical
 and
 useful.
 Since
 individuals
 diagnosed
 with
 BPD
have
 difficulty
 with
 the
 most
 basic
 skills
 such
 as
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identifying
 emotions,
 the
 importance
 of
 the
 model
 being
explained
 in  concrete
 terms
 is  key
 to  these
 individuals'
understanding
 and  utilizing
 the  components
 of  DBT.
The
 practitioners
 in
 the
 study
 recognize
 that
individuals
 with
 BPD
 are
 a  difficult
 population
 to  treat
 due
to  their
 extreme,
 erratic,
 emotional
 state.
 These
individuals
 are
 unable
 to
 control
 or  trust
 their
 own
feelings
 and  responses
 to  situations,
 which
 places
 them
 in
 a
very
 vulnerable
 position
 (Kiehn
 &
 Swales,
 1995) The
practitioners
 identify,
 as  does
 the
 literature,
 that
 caution
is  needed
 when
 diagnosing
 an
 individual
 with
 BPD
 and
 in
doing
 so  particular
 attention
 should
 be
 given
 to
 the
 data,
the  client/therapist
 relationship,
 and
 to  approach
 the
situation
 strategically
 (Beck,
 Freeman,
 & Associates,
 1990)
Many
 of  the
 practitioners
 noted
 some
 level
 of  frustration
 in
the  past  when  working
 with
 individuals
 diagnosed
 with
 BPD,
because
 of
 the
 lack
 of  an  effective
 treatment
 intervention.
They
 describe
 being
 able
 to  acknowledge
 progress
 with
 these
individuals,
 as
 a  result
 of  DBT.
 However,
 significant
clinical
 improvement
 is
 slow
 and  the  process
 is
 lengthy,
often
 many
 years
 (Linehan,
 1993)
Many  individuals
 diagnosed
 with
 BPD
 often
 manifest
 other
problems
 as  well
 (Beck,
 Freeman,
 & Associates,
 1990)
All  of  the
 practitioners
 in  the  study
 generally
 assign
 an
Axis
 I  diagnosis
 in
 conjunction
 with
 the
 Axis
 II
 diagnosis
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of
 BPD.
 The
 three
 most
 cornrnonly
 used
 Axis
 I  diagnoses
 are
major
 depression,
 anxiety
 disorder,
 and
 PTSD.
Findings
 in
 the
 Study
The
 majority
 of
 the
 practitioners
 involved
 in
 the
 study
suggest
 that
 suicidal/self-mutilating
 behaviors
 are
 not
performed
 with
 the
 true
 intent
 to
 die,
 but
 rather
 as
 a
 means
for
 emotional
 consoling.
 As  the
 literature
 signifies,
individuals
 with
 BPD
 harm
 themselves
 as
 a
 way
 to
 decrease
their
 emotional
 pain
 (Kiehn
 &
 Swales,
 1995)
According
 to  the
 practitioners,
 when
 implementing
 DBT
there
 is
 a
 significant
 decrease
 in
 long-term
 hospitalization
and
 short-term
 hospitalization
 is
 used
 as
 a
 means
 of
temporary
 coping.
 According
 to
 Linehan's
 study
 involving
individuals
 assigned
 to  a  DBT
 group
 and
 individuals
 assigned
to
 a  treatment-as-usual
 group,
 the
 individuals
 receiving
 DBT
had
 fewer
 inpatient
 psychiatric
 hospitalizations
 than
 the
treatment-as-usual
 group
 (Linehan,
 1993)
As
 stated
 by  some
 of
 the
 practitioners,
 DBT
 is
 an
effective
 intervention
 in
 helping
 individuals
 to
 react
 with
less
 emotion
 and
 more
 rational
 behavior
 in
 their
interpersonal
 relationships.
 Interpersonal
 relationships
are
 the
 major
 problem
 for
 persons
 with
 BPD
 (Linehan,
 1993)
Several
 practitioners
 suggest
 that
 when
 individuals
 take
responsibility
 for
 themselves
 and
 their
 behavior;
 they
 are
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more
 likely
 to
 gain
 appropriate
 control
 over
 their
interpersonal
 relationships.
The  majority
 of
 the
 practitioners
 suggested
 that
individuals
 have
 difficulty
 controlling
 impulsive
 behaviors
due  to  their
 inability
 to  tolerate
 emotions
 because
 of
childhood
 trauma.
 The  inability
 to  tolerate
 emotions
inadvertently
 hindered
 their
 ability
 to
 learn
 behaviors
 such
as  trust
 and  self-validation
 of  feelings.
 Kiehn
 and
 Swales
(1995)
 indicate
 that
 the
 emotional
 vulnerability
 resulting
from
 childhood
 combined
 with
 the  invalidating
 environment
creates
 the
 individuals'
 inability
 to  understand
 and
 control
emotions.
 However,
 most
 of  the  practitioners
 interviewed
believed
 that  these
 individuals
 can
 still
 learn
 appropriate
copirig
 skills
 through
 DBT.
All  practitioners
 indicated
 the
 need
 for
 individuals
 to
find
 a  balance
 between
 emotional
 behavior
 and  rational
behavior,
 which
 is  the  focus
 of  DBT
 skills
 training.
Linehan
 (1993)
 states
 that
 DBT
 focuses
 on  controlling
emotions
 and  implementing
 rational
 thinking,
 which
 creates
a  balance
 between
 the
 two
 states.
Many  of  the
 practitioners
 interviewed
 utilized
 a
significant
 portion
 of  the  session
 discussing
 their
 views
about
 the
 psychobiology
 of  brain
 trauma
 and
 the
 direct
correlation
 to
 the
 development
 of
 BPD
 and  /or  PTSD.
 One
practitioner
 described
 the  brain
 trauma
 in
 childhood
 abase
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as the
 brain
 being
 saturated
 in
 adrenaline,
 which
 impairs
the
 functioning."
 Consequently,
 "the
 brain
 has
 to
 focus
 on
reaction
 and
 survival
 skills."
 Within
 the
 past
 decade,
 much
of  the
 literature
 suggests
 some
 type
 of
 correlation
 between
brain
 traumas
 in
 childhood
 and
 the
 development
 of  BPD
 or
PTSD
 in  adulthood.
 According
 to  a  study
 by  Shearer,
 Peters,
Quaytman,
 and
 Ogden
 (1990)
 abuse
 experiences
 may
 prove
 to  be
characteristic
 of
 a
 significant
 group
 ot
 patients
 diagnosed
with
 BPD;
 this
 group
 may
 be  classified
 particularly
 by
features
 of
 complex
 partial
 seizure
 disorders
 and
 PTSD
 which
signifies
 alterations
 in  lirnbic
 system
 functioning
 in
 the
brain.
All
 of  the
 practitioners
 had
 strong
 beliefs
 in
 the
direct
 correlation
 between
 childhood
 trauma
 and
 BPD,
particularly
 child
 sexual
 abuse.
 Most
 of
 the
 practitioners
interviewed
 indicated
 that
 approximately
 95%
 of
 their
clients
 have
 experienced
 some
 type
 of
 childhood
 trauma.
 A
study
 revealing
 the
 rates
 of
 a
 history
 of
 sexual
 and
physical
 abuse
 may
 be  as  high
 as  57%
 in
 inpatients
 and
 33%
in  nonclinical
 populations.
 Sexual
 and
 physical
 abuse
 are
likely
 to
 be
 highly
 influential
 etiological
 factors
 in  the
pathology
 of
 BPD
 (Ogata,
 Silk,
 Goodrich,
 Lohr,
 Westen,
 &
Hill,
 1990)
Many
 practitioners
 addressed
 their
 concerns
 about
 the
validity
 of
 BPD
 as
 well
 as
 the
 frequent
 use
 of  the
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diagnosis. The
 main
 concern
 seemed
 to
 focus
 on
 the
diagnosis
 of
 BPD
 itself
 and
 how
 it
 rriay
 be  better
 named
 PTSD
with
 borderline
 traits.
 The
 diagnosis
 of
 BPD
 does
 not
identify
 the
 significant
 trauma,
 which
 is
 often
 suffered
 by
many
 of
 these
 individuals.
Implications
 for
 Practice
The
 accepted
 use
 of
 the
 DBT
 model
 by
 the
 practitioners
interviewed
 indicates
 satisfaction
 with
 the
 overall
 benefits
of  the
 model.
 All
 of  the
 practitioners
 had
 many
 positive
remarks
 about
 the
 design
 and
 implementation
 of  the
 DBT
 model
for
 individuals
 diagnosed
 with
 BPD,
 as  well
 as,
 other
diagnoses.
 The
 model
 is  said
 to  be  an  effective
 form
 of
treatment
 for
 individuals
 with
 BPD,
 according
 to
 these
practitioners.
 The
 positive
 results
 of
 this
 intervention
are
 encouraging
 for
 mental
 health
 practitioners
 particularly
since
 the
 practitioners
 interviewed
 and
 the
 literature,
suggest
 that
 the
 diagnosis
 of
 BPD
 is
 difficult
 to  treat.
 A
few
 practitioners
 did
 report
 being
 able
 to
 adapt
 components
of  the
 DBT
 model
 to
 work
 effectively
 with
 other
 diagnoses
such
 as
 depression
 and
 PTSD.
In
 the
 future
 the
 diagnosis
 of
 BPD
 may
 be
 better
 served
as  an
 Axis
 I  diagnosis
 and
 through
 continued
 research
 could
include
 criteria
 regarding
 brain
 development
 and
 childhood
trauma.
 Perhaps
 this
 would
 instill
 a  better
 understanding
of  BPD
 therefore
 lessening
 the
 stigma
 of
 the
 disorder-
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Further
 Research
The
 amount
 of
 research
 is
 certainly
 limited
 in
 the
 area
of
 DBT.
 The
 only
 empirical
 studies
 conducted
 are
 by
 the
developer
 of
 the
 model,
 Marsha
 Linehan.
 Because
 there
 is
very
 little
 research
 pertaining
 to
 the
 effectiveness
 of
 the
intervention,
 practitioners
 may
 be
 inclined
 to
 refuse
 the
treatment
 method.
 And,
 if
 some
 practitioners
 have
 concerns
regarding
 the
 validity
 of
 the
 diagnosis
 of  BPD
 this
 may
impact
 the
 use
 of
 the
 DBT
 model,
 since
 it
 was
 designed
 to
specifically
 treat
 individuals
 with
 BPD.
F'ature
 research
 pertaining
 to
 the
 correlation
 between
childhood
 trauma,
 specifically
 childhood
 sexual
 abuse,
 and
the
 development
 of  BPD
 needs
 attention.
 As
 well
 more
studies
 are
 needed
 in
 the
 area
 of
 childhood
 trauma
 and
 brain
development,
 focusing
 primarily
 on
 the
 physiological
effects.
Research
 regarding
 the
 use
 of
 the
 DBT
 model
 with
 other
mental
 health
 diagnoses
 could
 be
 beneficial
 to
 the
 field
 of
mental
 health.
 Some
 practitioners
 interviewed
 for
 the
 study
utilized
 the
 DBT
 model
 with
 other
 mental
 health
 diagnoses
 as
well
 as
 BPD
 and
 found
 it
 to
 be  effective.
Strengths
 of
 the
 Study
The
 mental
 health
 practitioners
 selected
 for
 the
 study
were
 required
 to
 be
 currently
 utilizing
 the
 DBT
 model
 in
their
 practice,
 which
 allowed
 for
 accurate
 and
 concise
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information.
 The
 interviews
 with
 the
 practitioners
 were
audio-taped
 and
 conducted
 in-person
 at  the
 facility
 they
were
 employed.
 This
 process
 reinforced
 consistency
 and
validity
 in
 collecting
 the
 data.
 The
 study
 allows
 for
people
 in
 the
 field
 of
 mental
 health
 to
 become
 acquainted
with
 the
 DBT
 model
 through
 other
 practitioners
 perceptions.
Likewise,
 the
 study
 offers
 valuable
 information
 pertaining
to  the
 effectiveness
 of
 the
 DBT
 model
 from
 practitioners
currently
 using
 this
 method
 of
 treatment.
Limitations
 of
 the
 Study
Five
 of
 the
 six
 participants
 in  the
 study
 were
 employed
in  an
 outpatient
 setting
 with
 one
 participant
 in
 an
inpatient
 setting.
 The
 responses
 from
 the
 practitioner
 in
the
 inpatient
 treatment
 setting
 specifically
 pertained
 to
individuals
 who
 were
 more
 chronic
 in
 nature
 and
 received
 DBT
daily.
 Although
 the
 responses
 from
 this
 practitioner
 did
not
 differ
 in  content;
 they
 did
 vary
 in
 terms
 of
 the
frequency
 and
 duration
 of
 the
 use
 of
 the
 DBT
 model. These
particular
 individuals
 would
 remain
 in  the
 DBT
 group
 ongoing
for
 a  year
 or  longer,
 which
 is
 considerably
 greater
 than
 the
outpatient
 setting
 of  5-6
 months.
 The
 way
 in
 which
 DBT
 is
utilized
 differs
 significantly
 in
 terms
 of
 length
 of
 time
 in
an  inpatient
 versus
 an
 outpatient
 facility.
 There
 was
 no
available
 longitudinal
 data
 regarding
 long-term
 effects
 of
DBT
 to
 determine
 whether
 inpatient
 or
 outpatient
 treatment
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is  more
 effective.
 The
 interviews
 conducted
 with
 the
practitioners
 were
 confined
 in
 terms
 of
 duration.
 Each
interview
 was
 scheduled
 to
 last
 30-45
 minutes,
 which
 did
 not
allow
 for
 a
 great
 deal
 of
 depth
 within
 the
 interview.
Conclus
 ion
The
 practitioners
 interviewed
 for
 the
 study
 agree
 that
DBT
 is
 an
 effective
 form
 of  treatment
 far
 individuals
diagnosed
 with
 BPD.
 They
 believe
 the
 DBT
 model
 to
 be
 useful
and
 structured
 in
 a
 very
 concrete
 manner.
 The
 practitioners
in  the
 study
 acknowledged
 the
 difficulty
 in  working
 with
individuals
 diagnosed
 with
 BPD
 and
 although
 the
 DBT
 model
 is
effective,
 they
 describe
 the
 clinical
 improvement
 as
 slow
and
 lengthy.
For
 the
 success
 of
 DBT
 it
 is
 necessary
 to  accept
 the
individual
 before
 attempting
 to
 implement
 change
 in
 their
behavior.
 According
 to
 the
 practitioners
 in
 the
 study,
 as
well
 as
 the
 literature,
 the
 development
 of
 a
 caring
compassionate
 client/therapist
 relationship
 is  key
 for
clients
 to  remain
 in
 treatment.
The
 literature
 and
 the
 practitioners
 in
 the
 study
indicate
 that
 an
 Axis
 I  diagnosis
 generally
 accompanies
 the
Axis
 II
 diagnosis
 of
 BPD.
 Some
 of
 the
 most
 commonly
 used
diagnoses
 are
 major
 depression,
 anxiety
 disorder,
 and
 PTSD.
All
 the
 practitioners
 described
 correlations
 between
childhood
 sexual
 abuse
 and
 BPD.
 Many
 addressed
 concerns
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pertaining
 to
 the
 diagnosis
 of  BPD
 and
 that
 it
 mxght
 be
better
 served
 as
 PTSD
 with
 borderline
 tra.its
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Appendix
Interview
 Guide
1.  How
 does
 the
 implementation
 of
 the
 DBT
 model
 affect
clients'
 ability
 to
 learn
 effective
 problem-solving
 skills?
And,
 more
 specifically,
 how
 has
 it
 affected
 these
 target
areas
 :
A.  Suicidal/self-mutative
 behaviors
B-  Number
 of
 hospitalizations
C.  Interpersonal
 relationships
D.  Impulsiveness
E.  Emotional
 instability

